Thirty eight women attended for follow up. Three women had experienced symptoms which had prompted them to contact their family doctor, while 23 had been able to return to normal daily activities immediately; in the remainder the median duration of inactivity was 3 (1-7) days. Haemoglobin concentration showed a median decrease of 2 g/l, with values ranging from a decrease of 17 g/l to an increase of 9 g/l. No further women required either elective or emergency uterine curettage, so overall complete uterine evacuation occurred in 41 women.
Comment
This report suggests that prostaglandin analogues may be practical alternatives to surgical uterine evacuation in managing spontaneous incomplete or inevitable miscarriage; the ability of these drugs to stimulate uterine contractility is well known.3 Similar high success rates occur in medical abortion (sequential treatment with an antigestagen and a prostaglandin), which may mimic the physiological events of spontaneous miscarriage.' Although only 88% of women were seen at follow up, none of the women who failed to attend requested treatment from her general practitioner or was readmitted to hospital (no other hospital in this area provides gynaecological services). The procedure seemed to be well tolerated: most women were rapidly able to return to normal daily activities and consultation rates with family doctors were low.
This Recurrence and age between 6 months and 2 years were found to be predictive of an irregular course in acute otitis media,' and the severity of inflammation of the tympanic membrane has also been found to be predictive of the clinical course.2 In this study we investigated whether there was good agreement between observers on the severity of inflammation of eardrums in children with recurrent acute otitis media and whether the severity of inflammation is predictive of the clinical course of the condition.
Patients, methods, and results
We conducted a randomised, placebo controlled, double blind clinical trial in 121 children aged 6 months to 12 years with recurrent acute otitis media.' The general practitioner and the otolaryngologist independently assessed the severity of inflammation of the eardrum by otoscopic examination. Severity of inflammation was classified as grade 1 (hyperaemia at the malleus handle and the annulus of the tympanic membrane, opacification of the eardrum, and light reflex still visible); grade 2 (thickening of the eardrum with complete redness and absence of the light reflex); or grade 3 (bulging or perforated eardrum tympanic membrane was considered independently, and the results were adjusted for age (< 2 or ¢ 2 years). Agreement was estimated by means of Kendall's T B estimator (>0 75 excellent, 0-58-0 75 good, 0 40-0 57 moderate, <0-40 poor).3 When the clinical course of the condition was considered in each child, if both eardrums were inflamed the higher grade of inflammation was taken as the value for that child. The child's age (< 2 or -2), the presence of fever at enrolment, and antibiotic treatment were considered as possible confounders. The children were examined again three days later by the general practitioner, and if earache or fever was still present the clinical course of the condition was considered to be irregular. Statistical analysis was done with either the X2 test or the Mantel-Haenszel technique.4
Five children were excluded from the study because they were not examined by both observers. In 16 of the remaining children only one of their eardrums could be seen by both observers, so that results for 216 eardrums were available. The assessments by the otolaryngologist and general practitioner showed moderate agreement for the children aged under 2 (T= 0 57) and good agreement for the older children (T= 0 66) and for all the children (T=0 64).
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